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1C h ap ter  I
Introduction and Purpose of the Study
R ecen t significant advances  in the field of neonatology have  resulted in increased  
ra tes  of survival of in fants  w ho a re  born  p re m a tu re ly  (A v ery  & T a e u s c h ,  1 9 8 4 ) .  
Although mortality rates have  d ec re as ed , m any of these  children and their families may  
be faced  with com plications re lated to prem aturity, e x ten d ed  hospitalization, numerous  
lifesaving medical p rocedures, and a lengthy recovery.
This  research  is part of a la rger study fun d ed  by a research  grant  from the  
University  of N e b ra s k a  M ed ica l C en te r .  The  purpose  of this research  is to study the 
levels of parenting stress (which includes depression, a ttach m en t, restrictions imposed  
by p a re n ta l  role, s e n s e  of c o m p e te n c e ,  social iso lation , re la t ionsh ip  with spouse,  
p aren ta l  hea lth , and life s tress), anx ie ty , and  health  locus of control in parents of 
m ed ica lly  com plex  infants. Th is  study included (G ro u p  1) p aren ts  of 1 -m onth-old  
infants hospitalized with a d iagnosis  of respiratory distress syndrom e (R D S ) .  Group 2 
in c lu d e d  p a r e n ts  o f in fan ts  h o s p i ta l iz e d  for o n e  m o n th  with a d ia g n o s is  of 
bronchopu lm onary  dysp las ia  (B P D ).  M ea su re s  w e re  used  to d e te rm in e  m others ’ and  
fa th e rs ’ levels of stress due  to p a r e n ts ’ characteristics or life stress events , together  
with levels  of anxiety , a n d  perception  of their own control of their ch ild ’s illness. In 
ord er to facilitate m ore  positive o u tc o m es  for such infants a nd  their parents , a wide  
range of health care  and  allied health  care  providers n eeds  to understand  the level of 
stress and anxiety experienced by parents and m eans to reduce it.
2C h a p te r  II 
L itera ture  R e v ie w
S e v e ra l  top ics  w e re  re v ie w e d  in the  l i te ra tu re  for  this study inc lud ing  
resp ira tory  d istress  s yn d ro m e, b ro n c h o p u lm o n a ry  d ys p la s ia ,  stress and  anx ie ty  of 
p a re n ts  and fam il ies  of p re m a tu re  in fants, p a re n t - in fa n t  a ttac h m en t ,  p aren t- in fan t  
interaction, and health locus of control. A c om pu ter ized  search was conducted reviewing  
the  m edica l l iterature  (M e d lin e )  for the y e a rs  1 9 8 9  through July of 1 99 2  and  the  
p sycho log ica l l ite rature  (P s yc L IT )  for the y e a rs  1 9 8 3  th rough  July of 1 992 . Also  
re v ie w e d  w e re  s ev era l  earlier  d a te d  artic les  w h ich  w e re  frequently  referred to by 
recent research. O v er  2 0 0  articles w ere  rev iew ed .
Parent R eaction  to P re m a tu re  Birth
Previous research  (e .g .,  Affleck, T e n n e n ,  & R o w e , 1 9 9 1 ;  Brooten et al., 1988;  
C rn ic ,  G re e n b e rg ,  R a g o z in ,  R o b in s o n , & B a s h a m , 1 9 8 3 ;  Low entha l, 1 9 8 9 )  has  
d es cr ib ed  as very  stressful the birth of a p re m a tu re  or o th erw ise  m edically at-risk  
infant who must rem ain in in tensive  care. S o u rces  of stress for parents include their  
lack of preparation for prem ature  birth, the violation of their expectations of a healthy  
in fant, the ir  dou bts  abo u t  the in fa n t ’s ability  to s urv ive , and the o verw h e lm in g  
a p p e a ra n c e  of the neonata l in tensive care unit (N IC U )  with its high num ber of staff,
h igh-technology equ ipm ent, and loud a larm s (Aff leck et al., 1 9 9 1 ;  Affleck & T en n e n ,
1 9 9 1 ;  Brooten et al., 1988;  Low enthal, 1 989 ;  P a tteso n  & Barnard , 1990).
Parenta l reactions  to the birth of an ill infant o ften parallel the grief process
e xp er ien c ed  with the death  of a loved one  (B lach er,  1 98 4 ;  Drotar, Baskiewicz, Irvin,
K en n e ll ,  & K laus , 1 9 7 5 ;  L ad d en , 1 9 9 0 ;  M e rc e r ,  1 9 7 4 ;  S a b b e th ,  1 9 8 4 .)  Parents  of  
sick infants a p p e ar  to grieve the shattered  d re am s  of the jo you s  event of the birth of a 
norm al, healthy child.
3P a re n t /P re m a tu re  Infant B onding  
Parent- in fant bonding is often delayed  b e c a u s e  paren ts  are hesitant to b ecom e  
attach ed  to a child w ho subsequently  might die  (B lac h er  & M eyers , 1983; Harper, S ia ,  
S o k a l ,  & S o k a i ,  1 9 7 6 ;  Jarv is , M yers , & C re a s e y ,  1 9 8 9 ;  L ea n d er  & Pettett, 1 9 8 6 ;  
Plunkett ,  K lein, & M eise ls , 1 98 8 ) .  The  im portance  of parent-in fant a ttachm ent is well  
d o c u m e n te d  (A insw orth , 1 9 7 3 ;  A insw orth , 1 9 7 9 ) .  R e a c t iv e  a ttachm ent d isorder or 
n o n o r g a n ic  fa i lu re  to thr ive  (D ro ta r  & S tu rm , 1 9 8 7 ;  L e a n d e r  & P ette tt ,  1 9 8 6 ;  
T ibb its -K leber & Howell, 1 98 5 )  can ensue if a secure  a ttachm ent fails to develop.
Another factor contributing to the lack of bonding is the N IC U  e nv iro n m en t itself  
(A ff leck  et al., 1 9 9 1 ;  B lackburn & Barnard , 1 9 8 5 ;  G ottfr ied , 1 9 8 5 ) .  M edically  fragile  
in fants typically  have  difficulty tolerating norm al in teract ions  such as being held or 
ta lked  to. In fants with breathing disorders, such as  respiratory distress syndrom e or  
b ro n ch o p u lm o n ary  dysp lasia , need  to have ind iv idualized  d eve lopm enta l care plans in 
o rd e r  for health  c a re  providers  as well as p a re n ts  to respond appropria te ly  to the  
in fan t ’s d is tress s ignals , thereby  enhancing  p hys io log ica l stability (Als et al., 1 9 8 6 ) .  
It has been  re co m m en d ed  that nursing procedures b e  g rouped together so that the infant’s 
s leep  is not interrupted repeatedly (Viscardi & Fox, 1 9 9 1 ) .  Infants who must expend a 
la rge  a m o u n t  of their e nerg y  on breathing a re  typically  irritable and difficult to calm .  
W h en  they becom e upset, blood oxygen levels can drop.
Also p ro b lem atic  is the c row ded, noisy N I C U ,  w hich  offers little privacy  for  
p a re n ts  to in teract  with the ir  b ab y . O n e  m e th o d  of benefic ia l  interaction, ca lled  
“k an g aro o  c a re ,” can be  difficult to im plem ent in a c ro w d ed  nursery. This skin-to-skin  
contact b e tw een  parent and infant has been  shown to improve regulation of breathing and  
m a in te n an c e  of tem perature . There  is less crying, m ore  time in d eep  sleep, more time  
spen t in qu ie t /a le rt  s ta te , and shorter h osp ita l izations . It has also been  show n to
4im p ro ve  p a re n t - in fa n t  bonding  (A n d e rs o n , 1 9 8 9 ;  d e  L e e u w , Colin , D u n n e b ie r ,  & 
M ir m ir a n ,  1 9 9 1 ) .
Preterm  infants have  been  shown to be significantly less responsive to social 
stimulation than their fullterm peers  (Crnic, R agoz in , G re en b e rg ,  Robinson, & B asham ,  
1 9 8 3 ;  M inde, W h ite law , Brow n, & F itzhard inge , 1 9 8 3 ) .  T h e  infant’s irritability, lack  
of response or synchrony (timing) of responses can c rea te  a feeling of rejection on the 
part of the parents, and m ay result in an attachm ent impairm ent. Parents also m ay be 
fearful of interacting due to their in fant’s fragile condition.
P a re n t-ch i ld  in teract ions  a re  a f fe c te d  by rec iproc ity  (Bell, 1 9 7 1 ;  Collis  & 
Schaffer, 1 97 5 ;  Korner, 1 974 ;  S tern , 1 9 7 4 ) .  If a paren t  attem pts to gain the attention  
of the child by talking, stroking, or other m ethod  and the child does not respond, the  
p aren t must w ork  harder (Landry, C h ap iesk i,  & Schm idt, 1 9 8 6 ) .  Parents  of pre term  
infants a re  not readily re in fo rced  for the ir a t tem p ts  at interactions. W a s h in g to n ,  
M inde, and G o ldberg  (1 9 8 6 )  found that low birthweight preterm  infants ass es se d  for 
te m p e ra m e n ta l  characteris t ics  w e re  significantly  m o re  irritable than fullterm infants.  
T h e  stress associated  with parenting a chronically ill child can have far-reaching effects  
on parenting b ehavior and, as a result, on child d eve lo pm en t.  In a study by V en tu ra  
(1 9 8 1 ) ,  paren ts  who w e re  d e p re s s e d  or anx ious  s a w  their infant as having a less  
desirable tem p eram en t .
P aren ts ’ Health Locus of Control
Parents  of prem ature  infants often feel a loss of control over the fate of their  
infant. T h e  norm al paren tin g  role they w e re  antic ipating  has been  tak en  o ve r  by  
num erous m ed ica l care  providers , m ost of w hom  are  unknown (Affleck et al., 1 9 9 1 ;  
Brooten et al., 1988 ;  Perlm an  et al., 1 99 1 ;  T h o m a s , 1 98 8 ) .  In addition, parents  m ay  
feel stress from a lack of control o ver  the extent of medical procedures used to prolong
5the inevitable  d ea th  of their child (Avery, 1 9 8 5 )  or m e d ica l practices that m ay cause  
pain to the infant (Law son, 1988).
Hea lth  locus of control, or how a person attributes  health  outcom es, has been  
sho w n  in m a n y  studies to predict how a  p erso n  will d e a l  with a  stressful health  
situation, or can even predict a health outcom e. For exa m p le ,  in a study by Tinsley and  
Holtgrave  ( 1 9 8 9 ) ,  m others ’ degree  of p erce ived  control (or internal locus of control)  
o ver  their c h i ld ’s health , predicted use of p re ve n t iv e  hea lth  care  such as w e ll-baby  
checks  and  im m unizations, and even predicted the ch ild ’s health outcom e. The  more  
control the m o th e r  felt o ver her in fant’s h ea lth , the  m o re  likely she  w a s  to seek  
preventive  hea lth  care . This extra care  resulted in b e tte r  health  status for the child. 
O th er  s tudies  found  similar results regarding the con n ectio n  b e tw een  internal health  
locus of control and  health outcom es in the a rea s  of card io logy  patients (F leetw ood & 
P a c k a , 1 9 9 1 ) ,  pat ien ts  suffering from panic  a ttacks  (K a tte rn d ah l,  1 9 9 1 ) ,  back  pain  
(H a rk a p a a ,  1 9 9 1 ) ,  and multiple sclerosis (W a s s e m , 1 9 9 1 ) .
O ther Parental S tresso rs  
O th er  fo rm s  of stress for parents m ay be the financial burden of a hospitalized  
child. Lower socioeconom ic status (S E S )  or income level has been  associated with higher 
stress levels . F lynt and W o o d  (1 9 8 9 )  found that m o thers  of children with m oderate  
m ental retardation were  more stressed if they cam e  from a lower S E S  group com pared  to 
m others  from h ig h er S E S . Phipps, Drotar, Joseph, G e is s , and Doershuk (1 9 8 9 )  found 
that the level of family financial resources predicted m ood disturbances of parents.
If the  p ro g n os is  is indefin ite  or sub jec t  to s e v e ra l  d if fe rent  p ro fess io n a l  
in te rp re ta t io n s ,  th e .  p a ren ta l s tress is in c re a s e d  (B e r n h e im e r ,  Y o u n g , & W in to n ,  
1 9 8 3 ) .  A dditiona l stressors include the lack of t im e for o ther  children in the family,
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or the lack of opportunity to resum e a normal social life (Affleck et al., 1991;  Harding,  
H eller ,  & K es le r ,  1 9 7 9 ) .
Parental Coping
F ew  studies have  e xa m in ed  differences b e tw e en  m others ' and fa th ers ’ coping  
styles. A ff leck  et al. ( 1 9 9 1 )  found that m others  reported  m ore mood disturbance at 
discharge  than did fathers. It was theorized that fathers  m ay desire to m inim ize their  
outw ard  em otiona l response  to the crisis resulting in the a p p e a ra n c e  of few er m ood  
disturbances and that fathers tend to act as the more optimistic partner in order to give  
support to the more anxious and depressed mothers.
Affleck et al. (1 9 9 1 )  also studied paren ts ’ coping responses. T h ose  who coped  
well used cognitive adaptations such as downward com parisons in which they com pared  
their infants with others in the N IC U  who w ere  not as healthy. They  found benefits in the 
birth crisis such as the s trengthening of family ties. Parents  also be l ieved  they had  
im proved p at ien ce , to lerance , em pathy, and a better sen se  of priorities as a result of 
their exp er ien c e .
C rn ic  (1 9 8 3 )  studied  the relationship of stress and  social support to attitude. 
Social support w as found to m oderate  the effects of stress and to improve reports of life 
satisfaction. Patteson  and Barnard (19 90 )  found that multiple long-term contacts with 
parents  w ere  most effective in influencing favorable infant developm enta l outcomes. The  
type of in tervention w as  not critical, but the long-term  contact a p p e a re d  to act as a 
social support system  for the family.
B eckm an  and Pokorni (1988 )  followed 44  p re te rm  infants to assess the am ount  
of s tress  an d  support reported  by prim ary  c a re g iv e rs  o v e r  time. Informal social 
support resulted in low ered  stress levels m easu red  w h e n  infants w ere  3, 12, and 24  
months of age. Although the level o f  stress varied over time, stress w as  related to child
7prob lem s (e .g .,  rehospitalization, etc .) . There fore , a  fam ily ’s n eeds  are likely to change  
over time d ep e n d in g  on the ch ild ’s m edica l status. In som e instances, m o re  social 
support w hen the infant w as  one a ge  w as  associa ted  with d ec re as ed  fam ily  stress at 
subsequent ages.
Respiratory  Distress S yn d ro m e
Infants in this study were  d iagnosed  as having respiratory distress syndrom e or 
the m ore serious bronchopulm onary dysplasia . Infants born prem aturely  are subject to 
resp ira tory  com plica t ions . T h e  m ost com m o n  source  of mortality and morbidity  in 
p re m a tu re  in fants  is respiratory d istress  syn d ro m e  (R D S ) ,  also kno w n  as hyaline  
m e m b ra n e  d is e a s e  (Martin & Fanaroff, 1991;  H an sen  & Corbet, 1991; V iscard i & Fox, 
1 9 9 1 ) .  It occurs  in approx im ate ly  1%  of all n ew borns  basically  as  a result of the  
defic ient production  of surfactant, a substance  norm ally  p resent in a fullterm infants  
that lines the inner surfaces of the lungs.
T h e  a ir  s ys tem  of the lung consis ts  of a t re e - l ik e  fo rm at io n  of la rg er  
bronchio les , w hich branch into sm aller alveoli, the terminal air cells (E n sh e r  & Clark,  
1 9 8 6 ) .  W ith  a  surfactant defic iency, the alveoli can co llapse  w hen a n e o n a te  first 
exp ires  air. R esp ira tory  failure can follow as air cannot reach  the co l lap sed  alveoli, 
while the m ore  proximal bronchioles take on too much air and becom e d istended. As  
arterioles and  capillaries are destroyed, there is less lung surface area and volum e, and  
the e x c h a n g e  of g ases  becom es less efficient resulting in low ered oxygen levels in the 
bloodstream .
Production of surfactant does not begin until the 24th w e ek  of gestation (H ansen  
& C o rb e t ,  1 9 9 1 )  and the production system  is not co m p le te  until 3 4  to 3 6  w e e k s  
(E n s h e r  & C la rk ,  1 9 8 6 ) .  T h e re fo re ,  risk of R D S  in c rea se s  with shorter gestation ,  
occurring in nearly  7 0 %  of infants born at 28  to 3 0  w e e k s  (Martin & Fanaroff ,  1 99 1 ) .
8S y m p to m s  v is ib le  in a n e w b o rn  with R D S  include g ru n tin g  re s p ira t io n s ,  
retraction of the chest a rea , in c reased  breathing rate, and cyanosis (a bluish or grayish  
skin color due to d e c re a s e d  b lo o d  o xy g en a tio n ) .  Presently  a v a i la b le  m e th o d s  of 
preventing R D S  include adm in istering  artificial surfactant at birth or a  p re p a rtu m  dose  
of glucocorticoid to e n c o u ra g e  lung d ev e lo p m en t  (Martin  & Fanaro ff ,  1 9 9 1 ) .  T h e s e  
m eth o d s , together with o thers  that p re ve n t  early  labor, have  red uced  the  severity  of 
s ym ptom s of R D S . H o w ev er ,  s ince an increasing num ber of short-ges ta tion  p re te rm  
infants is being saved with advan ces  in medical technology, R D S  will rem ain  a concern.
B ro n ch o p u lm o n ary  Dysplasia
An uncomplicated c ase  of R D S  m ay begin to resolve within 72  hours (M a r t in  & 
Fanaroff ,  1 99 1 ) .  H o w ever ,  w hen  an infant has an acute  case  of R D S ,  it m a y  b e c o m e  
n ec e s s a ry  to provide artificial m e a n s  to assist breathing. S e v e ra l  m e th o d s  can  be  
im plem ented , each with its adv an tag e s  and d isadvantages  that must be carefully  w e ighed  
given the potential seriousness of the infant’s d isease.
C o n t in u o u s  pos it ive  a irw a y  p re s s u re  (C P A P )  is a less in v a s iv e  ty p e  of 
_ ventilation that helps to open  the sm all alveoli and to keep them open during expiration  
(V is ca rd i & Fox, 1 9 9 1 ) .  In te rm itten t  positive  pressure  ventila tion  ( IP P V )  is used  
w hen  C P A P  is insufficient to provide sufficient oxygenation. IP P V  uses p e a k  inspiratory  
pressure  (P IP ) to dea l with the stiffness of the lung tissue and d e c re a s e d  lung volum e  
and to re -expand collapsed aveoli.
Positive end-expiratory  p ressure  (P E E P )  keeps  the aveoli from collapsing w hen  
air is expired  (Fox, Spitzer, & S h a ta ck ,  1 98 8 ) .  Use of this type of ventilation has been  
linked with a more serious type of lung d isease , bronchopulmonary d ysp las ia  (B P D ).  It 
is an ia trogenic  d is ea se  cau se d  by life-saving techniques n ec es s ary  for infants with 
un d erd eve lo p ed  lungs (E n sh er & C lark , 1986 ) .  First nam ed by N o rth w ay  (1 9 6 7 ) ,  B P D
9a p p e ars  to be  caused  by the artificial introduction of a high percentage  of supplem enta l  
oxygen , the positive pressure c rea ted  by the ventilator, and the stress of the m echanical  
ventilation causing d am ag e  to a irways. A diagnosis of B P D  is typically d e lay ed  until an 
infant has rem ained  ventilator d ep en den t for 2 8 -3 0  days and shows radiological signs of 
lung d a m a g e  (Avery & T a e u s c h ,1 9 8 4 ) .  R esearch  continues to investigate the toxicity 
assoc ia ted  with various oxygen levels and the optim um  pressure  for providing adequate  
oxygenation yet avoiding lung d am ag e.
High frequency ventilation has recently been used to avoid the lung d a m a g e  caused  
by o ther forms of ventilation. S m a lle r  volum es of air a re  induced at ex trem ely  rapid  
rates  (6 0  has been  show n to m a in ta in  a d e q u a te  oxyg en  levels) using lo w er a irw ay  
p re s s u re s  w h ich  results in fe w e r  com plications  such as pu lm o n ary  a ir  leak  (C lark, 
G e rs tm a n n , Null & deL em o s, 1 9 9 2 ) .
Infants with B P D  have  s low er-than -norm al a lveo lar  growth and  excess  mucous  
production in the airways. The d am ag e  itself causes  the infant to be ventilator dependent  
for a longer period of t im e. Infants with B P D  usually  h ave  been  born after a short 
gestation  period, have low birthweight, d ec re as ed  levels of oxygen in the blood, and  
difficulties with feeding and digestion. As a result, they o ften  have e x te n d e d  hospital 
stays  (M e is e ls ,  P lunkett ,  Roloff, P asick , & S tie fe l,  1 9 8 6 ) .  Infants with B P D  can  
experience  m any sequelae  of the d isease  such as malnutrition and failure to thrive. They  
h ave  a n eed  for additional calories, yet cannot tolerate  exc es s  fluid. D ec re as ed  bone  
density  due to calcium and vitamin D deficiencies can result in easily fractured bones  
(K o ro n e s ,  1 9 8 8 ) .
B P D  infants are at g re a te r  risk for growth re ta rdat ion  in the ir  ear ly  years.  
M eisels  et al. (1 9 8 6 )  found that when com pared to R D S  infants, the B P D  infants did less 
well on d ev e lo pm en ta l and  language m easures . T y p e  of lung d isease  m ay  be a more
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accurate  predictor of cognitive d ev e lo p m en t  than prem aturity  or low birth weight alone.  
In a s tudy of 2 3 6  v ery  low b ir th w e ig h t  surviving in fants, T e b e r g ,  P e n a ,  Finello, 
Aguilar, and  H o d g m a n  (1 9 9 1 )  found that 6 0 %  d e v e lo p e d  B P D . T h e s e  infants w ere  
sm aller and had lower A p g a r  scores. (Apgar scores assess  an infant’s heart rate, color,  
r e f le x  i r r i ta b i l i ty ,  resp ira tory  effort, and muscle tone at o n e  and  five m inutes after  
birth (E n sh e r  & C lark, 1 9 8 6 ) ) .  At o n e -y e a r  fo llow-up, 4 2 %  o f  the B P D  infants had  
e x p e r ie n c e d  a b n o rm a l d e v e lo p m e n t  c o m p a re d  to 7 %  of the  infants w ithout B P D .  
A ssocia ted  with poor o u tc o m e  w e re  intraventricular h em o rrh ag e  and se izures. Smyth, 
T ab a ch n ik ,  D u ncan , Reilly , and  Levison (19 81 )  found persistent respiratory sym ptom s  
and abnorm al chest rad iographs in follow-ups of 8 -year-o ld  children with B P D .
Research Questions
T h e  current lite rature  re v ie w  strongly suggests  that p aren ts  and  fam ilies do 
e xp er ien ce  stress and anx ie ty  as a  result of having an infant with chronic illness. This  
s tre ss  c an  a f fe c t  the  p a r e n t - in fa n t  in teraction , w h ic h  c a n ,  in turn, a ffec t  the  
d evelopm ent of the child. Additionally, factors such as health locus of control, social and 
emotional support, and soc ioeconom ic  status can affect stress levels.
Further research  is n ec e s s a ry  to exam ine  the in d e p e n d e n t  variab le  effects of 
paren t (mother, father) and  d iagnosis  (R D S , B PD ). T h e  literature review  produced no 
studies com paring parents  of infants with R DS to parents  of infants with BPD.
T he  current research seeks  to address the following specific  questions:
1. W h a t  are  the  d if fe re n c es  b etw een  m o th e rs ’ and  fa th e rs ’ levels of stress, 
anxiety, and health locus of control? Are there main effects for parent gender?
2. Are there d if fe rences  a m o ng  stress, anxiety , and  health  Jocus of control in 
parents  of 1 -m onth-old  infants with R D S  and parents  of infants with B P D ?  Are there  
m ain effects for infant d iagnosis?
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C h a p te r  III 
Method
P a r t ic ip a n ts
Included in the study w ere  two independent groups. G roup 1- consisted of mothers  
a n d  fathers of 13 infants (5  fem a les  and 8 m a les )  with respiratory distress syndrom e  
( R D S )  and no d iagnosis  o f  b ro n ch o p u lm o n ary  d ys p la s ia  (B P D ) .  G ro u p  2 included  
m others  and fathers of 11 infants (4 fem ales  and 7 m ales) with (B P D ).  B ecause  B P D  
d eve lo p s  from respiratory distress syndrom e, infants in G roup 2 also m ay have had a 
diagnosis of respiratory d istress syndrom e. Infant d em og rap h ic  information is contained  
in T a b le  I. T h e  only statistically significant d iffe rence  b e tw een  groups w as  on in fants ’ 
5 -m in u te  A p g a r  score  ( i  (2 2 )  = 2 .3 1 ,  p. =  .03).
Insert T a b le d  about here
T ab le  II c om pares  the co u p le s ’ length of m arr iage  or live-in relationship (three  
couples  w ere  not m arried but living together) , a nn u a l family incom e, and Hollingshead  
Index  (described on page  16). T ab les  III and IV  c o m p a re  dem ograph ic  information for 
R D S  vs. B P D  mothers and R D S  vs. B P D  fathers. T a b le  III displays information including 
p a r e n ts ’ ethnicity and edu catio n . T ab le  IV  conta ins  p a re n ts ’ religious p re fe ren ce  and  
the ir frequency of church a tten d ance . No significant d iffe rences  w ere  found on these  
dem ographics .
Insert Tab les  II, III, and IV  about here
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T a b le  I
D em ograph ic  C haracteristics  of In fants, bv G roup
RDS a B P D  b X 2 0 ,  & = 2 4 )
Gender
M ale 8 7
.0 1
Female 5 4
Gestation Age at Birth 
in W eeks  
X 31 .4 2 9 . 5
1 (22 )  
1 . 1 6
4 .5 3 .7
Birth W eight in G ram s  
* 1 ,619 .0 1 ,449 .8
0 . 4 4
998 .8 8 21 .6
A pgar Score at 1 Minute  
X 5.2 4.5
0 . 7 6
2.5 1.9
'A pgarJS core  at 5 . Minutes  
X 7.5 6.4
2 . 3 1  *
Si 1.2 1.3
Length of Hospital Stay in Days  
X 61 .2 8 6 . 7
1 . 5 4
a 5 5 . 6 2 4 . 8
a Respiratory  D istress S y n d ro m e  (n = 13). b B ro n ch o p u lm o n ary  D ysp las ia  (n =  11).  
*P. = .0 3 4 5
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T a b le  II
D em o g rap h ic  C haracteris tics  of P aren t P artic ip an ts , bv G roup
RDS a B PD  b I  (18 )
Length of M arriage  in Months
I 8 7 . 4 61 .3
0 . 9 4
m 8 0 . 7 21 .8
Length of Live-In Relationship  
in Months
I 1 6 . 0 2 4 . 0
I  (1 )  
0.58
1.1 0 .0
Annual Family Income  
X $ 2 2 ,0 1 9 .6 9 $ 2 9 ,0 0 0 .0 0
I  (2 2 )  
1 . 4 3
1 0 ,1 7 4 .6 6 1 3 ,6 9 9 .0 5
Hollingshead Index of
Social Status c 
X 3 2 . 3 3 8 . 3
1 . 1 0
3 2 1 1 .0 1 5 . 6
a R esp ira tory  D istress S yn d ro m e  (o. = 13). ^ B ro n c h o p u lm o n a ry  Dysplas ia  (n = 11). 
cS e e  Tab le  VII for categories of Hollingshead Index of Social Status.
T a b le  III
D em o g rap h ic  C h aracte ris tics  of Parent Partic ipants, By Parent and by G roup
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RDS a B P D  b X 2 <1, R = 2 4 )
M others Fathers M others Fathers Mothers Fathers
Frequencies
Ethnicity:
Caucasian 9 1 0 1 1 1 1 4 .06 2 .90
A s ia n -A m e r ic a n 1 0 0 0
A f r ic a n -A m e r ic a n 2 3 0 0
Native  A m er ican 1 0 0 0
Percentages
First M a r r ia g e 0.51 1 . 4 0
Yes 8 4 . 6 8 4 . 6 6 3 . 6 7 2 .7
Housing Situation 3 .06 3 . 9 2
O n e -F a m i ly 61 .5 6 9 . 2 7 2 . 7 7 2 .7
A p a r tm e n t 1 5 . 4 7 .7 2 7 . 3 27 .3
Mobile H o m e 2 3 . 1 2 3 .1 0 .0 0 .0
1 (21)
fige 1 .2 4 0 . 9 5
X 2 8 . 4 3 0 . 5 2 5 . 5 2 8 . 0
3 2 5.9 7.0 5 .0 5 .4
I (22 )
N u m b er  of Children 0 . 2 7 1 .8 1
X 2.4 2.6 2 .3 2.0
0.9 0.9 1.2 0 .8
Years  of Education 1 . 1 6 0 . 5 9
X 1 2 . 5 1 3 . 0 1 3 . 6 1 3 . 2
1.1 2.2 3.1 1.9
a R esp ira to ry  D is tress  S y n d ro m e  (n = 13). ^ B ro n ch o p u lm o n ary  D ysp las ia  (n  = I I ) .
T ab le  IV
P am n L R elia io n  D em ographics, bv Parent and bv G roup
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R D S  a B P D  b X 2 (1, L L = 2 4 )
Mothers Fathers M others  Fathers Mothers Fathers
Religion - F requencies 3 . 9 2 1 . 2 3
None 3 1 2 0
P ro te s tan t 9 9 8 8
Catholic 1 3 1 3
1 (22)
Church A tte n d a n c e .-
T im es  per Y e a r 0 . 5 7 0 . 0 6
2 0 . 4 2 0 . 1 2 5 . 8 1 9 . 5
21 .5 21 .4 2 5 . 3 2 5 . 8
a R espira tory  Distress Syndrom e (a  = 1 3 ) .  ^ B ro n ch o p u lm o n ary  Dysplas ia  (n = 11).
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T ab les  V  and  VI com pare the sam e  dem ographics  as T ab le s  ill and  IV, how ever  
differences b e tw een  mothers and fathers within groups w ere  m e as u red . There  w ere  no 
significant d iffe rences  betw een  mothers and fathers within the R D S  group or betw een  
m others and fathers in the B P D  group.
Insert Tables V  and VI about here
Socioeconom ic status (SES ) of the participants w as  m e as u red  by the Hollingshead  
Four Factor Index of Social Status (Holl ingshead, 1 9 7 5 ) .  It uses  occupation, education,  
sex, and  marital status to determ ine  a level of social status. O ccupation  scores are  
multiplied by a fac tor w e ight of five, and education  scores a re  multiplied by a factor 
weight of three. If both husband and wife are em ployed , a score  is calculated by adding  
their scores and dividing by two to de te rm in e  a single score  for the couple . T h o se  
coup les  who w e re  not m arried  but living together w e re  scored  in the s a m e  m anner.  
Scores can range from 8 to 60, with five major social strata as shown in Tab le  VII.
Insert Table  VII about here
Littm an and  P a rm e le e  (1 9 7 8 )  d e v e lo p e d  a 10 - item  Postnata l Com plications  
S c a l e , w hich notes  the com plications that occurred during the infant's first month of 
life. N IC U  m edical records for both groups of infants w e re  reviewed; T a b le  VIII lists the 
frequency of complications. T h e  only significant d ifference b etw een  the two groups was
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T ab le  V
D e m o g ra p h ic  Characteristics of P a re n t  Participants, bv Group
R D S a B P D  b X2(1. N.= 2 4 )
Mothers Fathers Mothers Fathers R D S  B PD
F reauenc ies
Ethnicity:
Caucasian 9 1 0 1 1 1 1 2 .2 5  0 .00
A s ia n -A m e r ic a n 1 0 0 0
A f r ic a n -A m e r ic a n 2 3 0 0
Native  A m erican 1 0 0 0
Percentages
First M a rr ia g e • 0 .3 0  0 . 0  +
Yes 8 4 . 6 8 4 . 6 6 3 . 6 7 2 .7
Housing Situation 0 .3 9  0 . 0 0
O n e -F a m i ly 61 .5 6 9 . 2 7 2 . 7 7 2 .7
A p a r tm e n t 1 5 . 4 7 .7 2 7 . 3 2 7 .3
Mobile Hom e 2 3 . 1 2 3 .1 0 .0 0 .0
I  (2 2 )  1 (18)
£ge
N u m b er_o f Children  
*
32
Y ears  (^ E d u c a t io n  
X
32
2 8 . 4
5 .9
2 .4
0 .9
1 2 . 5
1.1
3 0 . 5
7 .0
2.6
0.9
1 3 . 0
2.2
2 5 . 5  2 8 . 0
5 .0  - 5 .4
2 .3  2 .0
1.2 0.8
1 3 . 6  1 3 . 2
3.1 1.9
0 .7 9  1 . 0 7
I  (24 )  I  (20 )  
0 . 6 8  0 . 6 4
0 . 8 0  0 . 4 2
a K esp ira to ry  Distress S yn d ro m e  (n = 13). ^ B ro n ch o p u lm o n ary  D ysp las ia  (n = 11).
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T a b le  VI
P a re n t  Religion Dem ographics , bv G roup
R D S  a B P D  b X 2 (1. R = 2 4 )
Mothers Fathers Mothers Fathers R D S  BPD
Religion - Frequencies 2 . 0 0 3 . 0 0
None 3 1 2 0
P ro te s tan t 9 9 8 8
Catholic 1 3 1 3
1 ( 2 4 ) 1 (20)
C hurch  A ttendance  -
T im e s  per Y e ar 0 . 0 4 0 . 5 8
X 2 0 . 4 2 0 .1 2 5 . 8 1 9 . 5
3 D 21 .5 21 .4 2 5 . 3 2 5 . 8
a R esp ira tory  D istress S yn d ro m e  (n = 13). ^B ro n ch o p u lm o n ary  D ysp las ia  (n = 11).
T ab le  VII
Categories of Hollingshead Social Strata
19
Social Strata Range of Computed Scores
M ajor business and professional 5 5 - 6  6
M ed ium  business, minor professional,
tech n ica l 4 0 - 5 4
Skilled c raftsm en , clerical, sa les  w orkers  3 0 - 3 9
M ach in e  operators, sem isk illed  w orkers  2 0 - 2 9
Unskilled laborers, m en ia l serv ice  workers  8 - 1 9
20
in the g re a te r  n u m b er  of surgeries  perform ed on the B P D  infants ( X 2 (1 , N. = 24 )  = 
4 .1 1 ,  p. = .043 ).  Tab le  IX shows other infant d iagnoses.
Insert Tab les  VIII and IX about here
T h e  im p o rtan ce  of social support and its p o ten tia l  to m itigate  the stress and  
anxie ty  e xp er ien c ed  by parents of medically fragile infants is of interest to health care  
providers  w ho w o rk  with these  parents . T h ere fo re , part ic ipants  w e re  asked to report  
in form ation  reg ard in g  their sources  of social support (S e e  T a b le  X) and  em o tio n a l  
support (S e e  T a b le  XI). Comparisons were m ade b e tw een  R D S  mothers and B PD  mothers  
and b etw een  R D S  fathers and B P D  fathers. Tables XII and  XIII show the sam e information 
w hen the com parison is between R D S  mothers and fathers  and b e tw een  B P D  mothers and  
fa th ers . R D S  m others  reported  significantly m ore  support from  re latives than R D S  
fa th e rs .
Insert Tables  X through XIII about here
P ro c ed u re
In an effort to obta in  partic ipants  for this s tudy , the  principal in v e s t ig a to r1 
(P I)  a t ten d e d  the w eek ly  N IC U  psychosocial rounds w h e re  unit staff d iscussed family
issues. W h e n  an infant met the initial criteria of be ing  in intensive  care for 1 month,
nurses  w ere  q u estioned  about w hether the family w ou ld  be appropria te  for the study.
Exclusionary  criteria included congenita l anom aly  or p aren t in g  by a single parent. If
nursing staff v iew ed  the family as excessively stressed or angry , the parents w ere  not
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T ab le  V III
Postnatal C om plications3 , bv Group
R D S b B P D  c X 2 (1. R = 2 4 )
No First Feed ing  within 48  Hours 2 1 0 . 2 2
of Birth
H y p e r b i l i r u b in e m ia /E x c h a n g e 1 0 8 0 . 0 6
Transfusion
In fec tion 1 1 9 0 . 0 3
Nonin fectious  Illness 3 4 0 .5 1
R es p ira to ry  D is tress 1 2 1 1 0 . 8 8
* S u r g e r y 2 6 4 . 1  1 *
T e m p e ra tu re  D is tu rbance 7 5 0 . 1 7
Venti latory  A ss is tance 0 1 1 1 . 8 5
Convulsion 0 0 -  - -
M e tab o lic  A bno rm ali ty 0 1 1 .2 3
Total Score  
X 5.2 6.0
I  (22 )  
1 . 3 9
m 1.5 1.2
a Postnata l C om plications  Sca le  (Littman & P a rm e le e ,  1 97 8 ) .
b R esp ira to ry  D istress Syn d ro m e  (n = 13). c B ro n ch o p u lm o n ary  D ys p las ia  (n. = 11). 
= .043 .
T ab le  IX
Frequency of O ther D iagnoses, bv Group
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RDSa B P D b x 2 (1, N = 2 4 )
R etinopathy  of P rem aturity  I 1 0
R etinopathy  of Prem aturity  II 0 1 ------
Retinopathy  of Prem aturity  III 0 0 - - -
R etinopathy  of Prem aturity  IV 0 0 - - -
R etinopathy  of Prem aturity  V 0 0 - - -
C yto m eg a lo v iru s 0 1
M e n in g it is 0 0 - - -
A p n e a /B ra d y c a rd ia 3 2 0 . 0 9
Sepsis 4 2 0 . 5 0
B iliary  A tres ia 0 0 ------
D iaph rag m atic  H ern ia 0 2 2 . 5 8
N ecro tiz in g  Enterocolit is 2 . 0 1 . 8 5
P er iven tr icu la r  L e u k o m a c ia 1 1 0 . 0 2
M ec o n iu m  Aspiration 1 0 - - -
Pa ten t Ductus Arteriosus 5 2 1 . 1 9
Sm all for Gestational Age 0 0 - - -
P r e m a t u r i t y 8 10 2 . 7 4
O ther Diagnosis 7 5 - - -
In traven tr icu la r  H e m o rrh a g e  I 3 1 0 . 8 4
In traven tr icu la r  H e m o rrh a g e  II 0 1 - - -
In traven tr icu la r  H e m o rrh a g e  III 0 0 ------
In traventr icu lar  H e m o rrh a g e  IV 0 0 - - -
Heart and Lung Machine 3 0 0 . 8 4
a R espira tory  Distress S y n d ro m e  (n = 13). ^ B ro n c h o p u lm o n a ry  D ysp las ia  (n = 11).
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Table  X
Socia l N etw ork  C haracteristics  of P arent P artic ipants, bv P arent and bv G roup
R D S  a B P D  b I (22) I  (19)
Mothers Fathers M others  Fathers Mothers Fathers
Social Network S ize
Friends 0 .7 1 0 . 0 8
X 2 9 . 0 1 9 . 6 1 9 . 8 1 8 . 6
32 3 4 . 4 2 9 . 9 2 7 . 8 2 9 . 6
Health Care 0 .5 1 0 . 7 7
Y 1 0 . 2 8 .4 1 1 .9 6.4
32 5 .4 6 .0 1 1 .1 5 .6
Relatives 0 . 3 6 0 . 6 4
X 1 2 . 8 8.9 1 4 . 3 1 1 .9
a 5 .7 4 .8 1 3 . 8 1 4 . 6
a R esp ira to ry  Distress Syn d ro m e  (n. = 13). b B ro n ch o p u lm o n ary  D y s p la s ia ' (n  = 11).
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T ab le  XI
E m otional S u pport C haracteristics  of Parent P artic ipan ts, bv P arent and bv .G roup
RD S a B P D  b X 2 (1, R = 2 4 )
Mothers Fathers M others  Fathers Mothers Fathers
Em otional Support  Source  - 
Frequencies
M in is te r ,  etc. 4 4 4 5 0. 55 0. 08
M a r r i a g e / F a m i l y 0 0 0 0 -  -  - -  -  -
C ounselor
P s y c h o lo g is t / 0 0 0 2 -  -  - -  -  -
Psychiatrist  
Parent G roup 1 0 2 4 2. 97 2.58
O th er 1 1 2 4 -  -  - -  -  -
a R esp ira to ry  D istress S yndrom e (a  = 1 3 ) .  b B ro n ch o p u lm o n ary  D ysp las ia  (n. =  11)-
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T ab le  XII
Socia l N etw ork C haracteris tics  of P aren t P artic ipants, bv G roup
R D S a B P D  b 1 (22) I  (1 9 )
Mothers Fathers Mothers Fathers R D S B PD
Social N etw ork S ize  
Friends  
X 2 9 . 0 1 9 . 6 1 9 . 8 1 8 . 6
0 .7 1  0 . 1 0
m 3 4 . 4 2 9 . 9 2 7 . 8 2 9 . 6
Health C are  
X 1 0 . 2 8 .4 1 1 .9 6 .4
0 . 7 7  1 . 4 5
5 .4 6.0 1 1 .1 5 .6
‘ R e la t ives
X 1 2 . 8 8.9 1 4 . 3 1 1 .9
2 . 3 2 *  0 . 3 8
S 2 5 .7 4.8 1 3 . 8 1 4 . 6
a R esp ira tory  D istress S yn d ro m e  (n = 13). ^ B ro n ch o p u lm o n ary  D ysp las ia  (a  = 11)- 
‘ Significant at the .05 level.
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T ab le  X III
Em otional Support C haracte ris tics  of P arent P artic ipan ts, bv G roups
R D S  a B P D  b R = 2 4 )
Mothers Fathers Mothers Fathers R D S BPD
Em otional Support Source  - 
Frequencies
M in is te r , etc. 4 4 4 5 0 . 1 8 0 . 0 0
M a r r i a g e / F a m i ly 0 0 0 0 -  -  - ----------------
Counselor
P s y c h o lo g is t / 0 0 0 2 -  -  - 0 . 1 5
Psychiatrist  
Parent G roup 1 0 2 4 0 . 0 0 0 . 2 3
O th er 1 1 2 4 0 . 5 4 0 . 2 3
a R espira tory  D istress S y n d ro m e  (n = 13). ^ B ro n ch o p u lm o n ary  D ys p las ia  (n = 11).
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a p p r o a c h e d  for p a r t ic ip a t io n .  T h is  e x c lu s io n  c o u ld  h a v e  a n  im p a c t  on the  
representiveness  of the sam ple . H o w ever ,  there w ere  ethical concerns  about potentially  
exacerb a tin g  p a re n ts ’ stress or ang e r  by requesting their participation.
If nurse approval w as  o b ta ined , the PI m et with the prim ary  nurse or nurse  
caring for the  baby to arrange a m eeting time with the parents. T h e  research er  m ade  
herself available  24  hours a day requesting the nurses to pag e  her w hen  the se lected  
parents  w ere  visiting their infant. W h e n  the research er m et with the parents , the study  
was expla ined in detail and an informed consent form w as discussed and signed. At this 
point, all parents  accepted  the invitation to partic ipate . H o w ever ,  one fa ther  w ho had  
begun to answ er  the surveys did not com plete  them ; therefore , this couple w as  dropped  
from the study. W hen  m eeting  with the parents , a  concerted  effort w a s  m a d e  to be  
sensitive to their current life situation. It w as  e m p h a s iz e d  that all information would  be  
held in strict confidence and that any com m ents  they m a d e  regarding the quality of care  
their child was receiving would not be re layed to hospital staff under any  circum stances.
T h e  re s e a rc h e r  then con ducted  an informal in terv iew  to obta in  d em o g ra p h ic  
in form ation . T h e  three  m e as u res  and an o p e n -e n d e d  question  the parents  w e re  to 
c om ple te  w ere  exp la ined  in detail: Parents  had the option to com ple te  the protocols
im m edia te ly  in the hospice room or by their b a b y ’s beds ide. T h ey  also could take them  
hom e if they preferred and return them in a postage paid envelope.
In s tru m e n ta t io n
M e a s u re s  used w e re  the Parenting  S tress  Index  (Loyd & Abid in , 1 9 8 5 ) ;  the  
M u lt id im e n s io n a l H ea lth  Locus of C ontro l S c a le s  (W a lls to n , W a lls to n ,  & D eV e ll is ,  
1 9 7 8 ) ;  the S ta te -T ra i t  Anxiety  Inventory (S p ie lb e rg e r ,  1 9 8 0 ) ;  an d  a “M ost Im portant  
P r o b le m ” question ,
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Parenting  Stress Index (P S I ) .  T h e  P arenting  S tress Index  w as  d es ig n ed  to 
identify paren t-ch ild  system s that a re  at-risk for inappropria te  parenting behav iors  or 
child behavior problem s due to a high level of stress within the system . D eve lop ed  by  
Abidin in 1 9 8 3  and revised by Loyd and  Abidin in 1 9 8 5 ,  the PS I includes 4 7  item s in 
the child dom ain; these w ere  not included in the current research. T h e  parent dom ain  
includes 54  item s m easuring  depress io n , u n h ap p in ess , and guilt; p a ren t  a ttach m en t;  
res tr ic t io n s  im p o s e d  by p a re n ta l  ro le ; s e n s e  of c o m p e te n c e ,  soc ia l iso la t io n ,  
re lat ionship  with spouse, and p aren ta l hea lth . An optional life stress sca le  is a lso  
included. T h e  m anual lists three total score levels: High, Norm al, and Extrem ely Low. A  
high total score  suggests  that a p aren t  req u ires  further pro fess iona l consu lta t ion .  
Reliability coefficients for the parent subsca les  range  from .55  to .80 .
For the purpose of the current re se arc h , four questions in the p aren t dom ain  
w e re  exc lu d ed  since they w e re  inappropria te  for the p a r e n ts ’ curren t c ircu m stan ce  
(e .g . ,  “W h e n  my child c a m e  hom e from the h o sp ita l;” the ir child w a s  hosp ita l ized .  
A v e ra g e  scores for the other items in each of the sense  of com peten ce  and  depression  
subscales w ere  calculated and used for the four excluded questions.
Multidimensional Health Locus of Control S ca les  (M H L C ) .  T h e  Multidimensional  
Health  Locus of Control Scales  w ere  d eve loped  by W alls ton, W alls ton, and De Vellis in 
1 9 7 8  and contains 18 items des igned  to assess p e o p le ’s beliefs about w hether they have  
control over hea lth -re la ted  issues (internal locus of control), if they believe that health  
is a m atter  of luck and is beyo n d  their control (ch a n c e  locus of control) , or if they  
believe  that their health is under the control of powerful others such as physicians and  
nu rses  (pow erfu l o thers  locus of control) . In terna l con s is ten cy  re liabilit ies for the  
three subscales range from .67  to .75. There  w ere  18 s ta tem ents  in three categories  of 
health  locus of control ( In ternal, C h a n c e ,  and  Pow erfu l O th ers )  used in the current
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research . T h e  s ta tem ents  were  a ltered slightly to direct the answ er tow ard the in fant’s 
health rather than the respondent’s. Parents w ere  asked  to use a 5-point Likert scale  to 
indicate their extent of agreem ent or d isagreem ent with each statement.
S t a t e - T r a i t  A n x ie ty  In v e n to ry  ( S T A I ) .  T h e  S ta te -T ra i t  A n x ie ty  In v en to ry ,  
crea ted  by Sp ie lberger and revised in 1980, is a self-report m easure  that assesses  state  
and trait anx ie ty . It has been used extensive ly  in both research  and clinical practice.  
State  anx ie ty  m ay  be described as the w ay  a person  feels  at the present t ime. Tra it  
anxiety is how  a person feels generally  or over a long period of time. T h e  STA I consists  
of 2 0  s ta te m e n ts  m easuring  state  anxiety  and  a n o th e r  20  m easu rin g  trait anx ie ty .  
S ta te m e n ts  such as “I feel strained" are ranked  by the respondent on a 4-po in t scale  
ranging from “Not at all" to “Very  much so.” T h e  participant receives an S -A nxie ty  
score and  a T -an x ie ty  score ranging from 2 0  to 8 0 .  Internal consistency reliabilities  
range from .83  to .92.
T h e  “M ost  Im portant Problem " (M IP )  question  asks  the p aren ts  “W h a t  is the  
one most im portant problem /concern  you have  had in the past m onth?” A nsw ers  w ere  
coded  into severa l categories  such as “Difficulties with F in a n c e s ,” which could include  
p ro b lem s  with the ability to pay medical bills or not being able to m ake  more m oney to 
help the family. T h e  category, “Issues R e la ted  to O th er  Children in the Fam ily” could  
include d iv id ing t im e b e tw e e n  children in the fam ily  or struggling with dec is ions  to 
leave  children with a sitter. O ther ca tegories  w e re  “M arita l S t re s s e s ,” “Conflicts with 
E x te n d e d  Fam ily ,"  “Future  H ea lth /D isab il i ty  of the B a b y .” T h e s e  c a te g o r ie s  w e re  
d eveloped  after all surveys were  com pleted. A com plete  list of the categories is shown in 
T ab le  X IV .  P a re n ts ’ responses are shown in T ab le  X V . Not all parents  listed a  most  
im portant prob lem , while others  listed more than o n e . T h e  m ost frequently  reported  
c on cern s  w e re  present health status of the infant (5 3 .8  p ercent of the R D S  m others
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listed p re s e n t  h ea lth  s ta tus  of the ir infant as th e ir  p r im a ry  c o n c e rn ) ,  em o tio n a l  
stressors, financial matters, and other children at h o m e . T h e s e  findings are consistent  
with B ern h e im e r , Young , & W inton (1 9 8 3 )  who found that an indefinite prognosis or 
lack of time for o ther children in the family w ere  s ignificant stressors.
Insert Tables X IV  and X V  about here
All m e as u res  com pleted  by parents  w ere  in d ep e n d en t ly  scored by at least two 
research ers . In cases  in which there was not 1 0 0 %  scorer a g ree m en t ,  a third scorer  
rechecked  each protocol to determ ine if calculation errors had been  m ade. On m easures  
that involved subjective  decis ions, such as H o ll in g shead  job  c lassifications, the final 
score w as decided by consensus agreem ent by at.least two scorers. This process resulted 
in 1 0 0 %  in terra ter a g re e m e n t .
T ab le  X IV
M ost Important Problem  C ategories
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F in a n c ia l  - m edical bills, exp en s e  of providing services for child.
O th er Children at H om e - dividing time betw een  new  baby and other children, 
disciplining of children .
M arita l S tresses  - parents have  no time a lone, accepting new lifestyle.
Conflicts  with E x ten d ed  Fam ily  - fam ily ’s in terference with decis ions.
Future  Health: Death  - wondering if baby will survive.
Future  Health : Disability - will baby be disabled later in life.
Future Health: Unknown - questions regarding b a b y ’s future health.
F u tu re  M ed ica l In te rven t io n s /C o m p lica t io n s  - what m edica l t rea tm en t will 
be necessary  in the future.
Present Health of Babv - not knowing how sick the baby actually is.
W aiting for Babv to C o m e  H o m e - concerns about caring for the infant at hom e.
Frustration B ecause  Babv Not H o m e - impatient to have baby at hom e or 
anxious about hom e care  of baby.
N e g a t iv e  Em otions  - anger, guilt, frustration with medical limitations.
W o r k -R e la te d  S tresso rs  - struggling with decision to return to work.
In c reased  Parenting  D em a n d s  - more responsibility than im agined.
Parents ' Health  Status - p a ren ts ’ illnesses.
C hild  C are  - finding qualified babysitter.
F a t ig u e  - lack of sleep.
O th e r  - doctor w as  not prepared  for the birth.
Table X V
P erc en tag e s  of Parents' Indication of M ost Im portant Prob lem /C oncern
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R D S  a B P D  b
M o th e rs  Fathers Mothers Fathers
F in a n c ia l 3 0 . 8 0 1 8 . 2 1 8 . 2
O ther Children at Hom e 1 5 . 4 0 1 8 . 2 9.1
M arita l S tre ss es 7 .7 0 9.1 0
C o n f l ic ts -E x te n d ed  Family 7 .7 0 9.1 0
Future  H e a lth -D e a th 0 0 1 8 . 2 0
F u tu re  H e a lth -D is a b i l i ty 0 7 . 7 0 0
F u tu r e -U n k n o w n 7 .7 0 0 0
Future  M edica l T re a tm en t 0 0 0 0
Present Health  of Baby 5 3 . 8 23.1 3 6 . 4 3 6 . 4
W a it-B ab y  to C o m e  Hom e 7.7 0 0 0
Fru stra tion -B ab y  Not H o m e 1 5 . 4 1 5 .4 9.1 9.1
N egative  Emotions 4 6 . 2 23.1 1 8 . 2 9.1
W o rk -R e la te d  S tressors 0 0 0 ,  0
Parenting D em an d s 0 0 9.1 0
P arent Health Status 0 0 0 0
Child C are 0 0 0 0
Fatigue 0 0 0 9.1
O th er 7.7 3 8 .5 1 8 . 2 2 7 . 3
N o te . S o m e  parents reported more than one problem /concern .
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C hapter  IV  
Results
S c o re s  from the Paren t in g  S tre ss  In d ex  c o n v e r te d  to p ercen ti le  ranks are  
reported in T ab le  XV I.  According to Loyd & Abidin (1 9 8 5 ) ,  low scores are considered to 
be from the 1st percentile  to the 19th; the norm al range  is from the 20th  through the  
8 9 th ;  a n d  the  90th  through the 9 9 th  p e rc e n t i le  is c o n s id e re d  in the high ra n g e  
signifying that further counseling should be re c o m m e n d e d .  N o ne  of the groups of 
p art ic ip a n ts  in this study re ce iv ed  scores  in the  c lin ically  s ignificant ran ge  w h e n  
c om p a re d  to the PSI norms. In fact, all are within the a ve rag e  range with the exception  
of the Depression subscore which was below averag e , m eaning that the parents w ere  less 
d epressed  than averag e  parents from the norming sam ple .
Insert Table  X V I about here
T a b le  X V II  displays the percentile  ranks for scores rece ived  by parents  on the  
S ta te -T ra it  Anxiety  Inventory. T h e s e  scores are  b a s e d  on percentile  ranks for normal 
adults from 19 to 39  years  of age  (S p ie lb erg er,  1 9 8 3 ) .  All p aren t partic ipants in the  
current study received scores within one  standard deviation of the m ean.
Insert Table  X V II  about here
Results  of the Multidimensional Health  Locus of Control m easure  are reported in 
in z -sco res  in T ab le  X V II I .  S tandard ization  sam ple  norm s reported for this m easu re  are  
as follows: Internal, 25.1 (S D  = 4 .9);  Powerful O thers , 2 0 .0  (S D  = 5 .2 ) ;  and C h an ce ,
Tab le  XV I
Parenting  S tress  Index Scores  (Percentile  Ranks)
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R D S  a B P D  b
PA R EN T DOMAIN
D ep ress io n ,  
U nhappiness, Guilt
Parent A ttachm ent
Restrictions Im posed  
by Parenta l Role
Sense of Competence
Social Isolation
R elationsh ip  with  
Spouse
Parenta l Health  
LIFE STR ES S
M o th ers
35 
1 5
50
44
40
53
40
7 5 
27
F ath ers
45
25
80
44
50
62
43
58
23
M o th e rs
23 
1 5
20
40
33
43
33
73
22
Fathers
4 1
1 7
76
45
36
66
53
63
2 1
N o t e . D a ta  ana lys is  w as  conducted  on raw scores. T a b le  va lu e s  w e re  converted  to 
percenti le  ranks.
a R esp ira to ry  D istress S y n d ro m e  (a = 13). b B ro n ch o p u lm o n ary  D ys p las ia  (a = 11)-
T ab le  X V II
S ta te -T ra it  A nxie ty  Inventory Scores
35
R D S a B P D
M o th e rs  F a th ers  M o th e rs  F ath ers
State  Anxiety
X 4 0 . 7  3 7 .5  3 9 . 4  3 9 . 0
1 6 .1  1 1 .2  1 1 . 4  7.1
T ra it  A nxie ty
X 3 8 . 5  3 8 . 8  3 9 . 0  3 5 . 0
^ 3  1 1 .1  6 .7  1 1 . 7  8 .8
a R esp ira tory  D istress S y n d ro m e  (n. = 13). ^ B ro n ch o p u lm o n ary  D ys p las ia  (n. = 11)-
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1 5 .6  ( S D  =  5 .8 ) ,  (W a lls ton , W a lls to n , & D eV ell is ,  1 9 7 8 ) .  P a rt ic ip an ts ’ scores  for 
In terna l locus of control ranged from 1 .2 7  to 1 .86  standard  deviations below  the m e an .  
S co res  for Pow erfu l Others and C h a n c e  were within one standard deviation of the m ean .
Insert Tab le  XV III  about here
R e s u lts  o f t-test and chi square  ana lyses  re ve a led  few  significant d if fe rences  
b e tw e e n  m o th e rs  in G roup 1 and  G ro u p  2 and b e tw e en  fathers  in G roup 1 and  2 on 
d e m o g ra p h ic  var iab les  as previously shown (S e e  T ab les  III, IV, X, & X I). T h ere fore , the 
two groups w e re  collapsed into one group of 24 mothers and another group of 2 4  fathers. 
T -te s t  c o m p a r is o n s  w e re  con d u cted  to d e te rm in e  if there  w ere  significant d if fe rences  
b e tw e e n  the n e w  groups (m others, fathers) in each of the three m easu res . T ab le  X IX  
sho w s  the results  for the Parenting S tress Index. Fathers  received significantly higher  
scores  for the  P a re n t  D o m ain  total ( i  (23 )  = 2 .1 5 ,  = .0 4 2 )  and  for the  P a re n t
A t t a c h m e n t  s u b s c o re  ( i  (23) = 4 .6 8 ,  p. = .0 0 0 + ) .  R esults  for the H ea lth  Locus of 
Control S c a le s  are  shown in Tab le  X X . Fathers reported  significantly h igher scores on 
In terna l Locus of Control ( i  (23 ) = 2^24, p = .0 35 ) .  T ab le  X X I d isplays the results for 
the S t a t e - T r a i t  A n x ie ty  In v e n to ry ,  which  s h o w s  tha t  th e re  w e re  no s ig n if ican t  
diffe rences  b e tw e e n  mothers and fathers on State  or Trait Anxiety.
Insert Tables X IX  - XX I about here
T ab le  X V III
M ultid im ensional Health Locus of Control z -S c o res
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RDS a B PD  b
M o th ers  F a th e rs  M o th ers  F a th ers
In t e r n a l - 1 . 8 1 -1 . 2 7 i CD CD - 1 .6 8
Pow erfu l O th ers -.21 - .3 0 -.29 - .5 3
Chance .28 .39 .33 .14
a R esp ira to ry  D istress S yn d ro m e  ( n = 1 3 ) .  ^B ro n ch o p u lm o n ary  D ysp las ia  ( £ = 1 1 ) .
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T ab le  X IX
T -T e s ts  for P a ired  S am ples  of M others vs. Fathers  for Parenting  S tress Index
Mothers  
(N. = 24)
F a th e rs  
(N. = 2 4 )
Variable X S D X S D i  (23) U
‘ P A R E N T  D O M A IN 109.1 16.2 116 .9 13 .0 2 .15 . 0 4 2 *
Depression, 
U nhappiness, Guilt 1 4 . 8 4 . 5 1 6 . 2 3 . 2 1 . 4 0 .1 7 5
‘ P a re n t  A tta ch m e n t 1 1 .0 2 . 7 1 4 . 4 3 : 0 4 .68 . 0 0  + *
Restrictions Im posed  
by Parental Role 1 7 . 5 3 . 7 1 8 . 0 3 . 1 .65 . 5 1 9
Sense of Competence 2 6 . 4 5 . 2 2 7 . 5 3 . 6 1 .17 . 2 5 3
Social Isolation 1 2 . 0 3 . 5 1 3 . 4 3 . 7 1 . 2 4 . 2 2 7
Relationship  with 
Spouse 1 4 . 5 3 . 2 1 5 . 9 3 . 9 1 . 5 3 . 1 3 9
Parenta l Health 1 2 . 9 2 . 6 1 1 .6 2 . 5 1 . 6 0 .1 2 4
LIFE STR E S S 2.8 2 . 3 2 .4 1 .7 .79 . 4 4 0
‘ S ignificant at the .05 level.
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Table X X
T -T ests  for Paired  Sam ples  of M others  vs. Fathers for Health Locus of Control
M others  F a thers
( 1 1 = 2 4 )  (N = 24)
Variable X £ D  X  £ D  i  (23 ) a
‘ In terna l Locus
of Control 1 6 . 2  3 . 0  1 8 . 0  4 . 1  2 . 2 4  . 0 3 5 *
Powerful O thers Locus
of Control 1 8 . 7  3 . 3  1 7 . 8  3 . 7  . 84 . 4 0 9
Chance Locus 
of Control 1 7 . 4  3 . 1  1 7 . 3  3 . 9 .13 . 9 0 1
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Table  X X I
T -T e s ts  for Paired  S am ples  of M others  vs. Fathers  for S ta te -Tra it  Anxiety Inventory
Mothers  F a th ers
(N. = 24) (N. = 24)
Variable 1  >T S H  j  (23) e
State  Anxiety  
T ra it  A nxie ty
4 0 . 1  1 3 . 8  3 8 . 2  9 .4
3 8 . 8  1 1 .1  3 7 . 0  7.8
. 51
. 7 5
. 6 1 4
. 4 5 9
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W h e n  m o thers  and  fa th ers  with in  g ro u p s  w e re  c o m p a re d  on d e m o g ra p h ic  
v ar ia b le s  (see  T a b le s  V, V I, X I I ,  an d  XI I I ) ,  fe w  s ignificant d if fe rences  w e re  found.  
There fore  the groups w ere  collapsed into two groups of parents by diagnosis (R D S  group, 
N = 26; B P D  group, N = 22 ) .  T ab les  X X I I ,  X X I I I ,  and  X X I V  show the results of t-test  
com parisons of these  groups on the Parenting Stress Index, Health  Locus of Control, and  
S ta te -T ra it  A nxiety  Inventory. T h e re  w e re  no significant d if fe rences  b e tw een  the R D S  
group and the B P D  group on the three m easures  and  their subscores.
Insert Tab les  XXII through X X IV  about here
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T ab le  XX II
T -T e s ts  for In d ep en d en t S am p les  for Parenting S tress  Index, bv G roup
R D S  a B P D  b
Variable X  S D X S D 1 (2 2 ) &
PA RENT DOMAIN 114 .9 11.0 1 1 0 .7 12 .7 .87 . 3 9 5
D ep ress io n ,  
U n happ iness , Guilt 1 5 . 8 3 . 4 1 5 . 1 2 . 9 . 5 8 . 5 7 0
Parent A ttachm ent 1 3 . 3 2 . 2 1 2 . 0 2 . 2 1 .48 . 1 5 3
Restrictions Im posed  
by Parenta l Role 1 7 . 8 3 . 2 1 7 . 5 2 . 7 . 2 5 . 8 0 5
Sense of Competence 2 7 . 8 3 . 4 2 6 . 0 4 . 3 1 .17 . 2 5 3
Social Isolation 1 2 . 7 2 . 5 1 2 . 6 2 . 2 .10 . 9 2 4
R e la t io n sh ip  with  
Spouse 1 5 . 2 2 . 9 1 5 . 2 2 . 8 . 0 2 . 9 8 1
Parenta l H ea lth 1 2 . 2 1 .5 1 2 . 3 1 . 7 . 1 3 . 8 9 5
LIFE STR ESS 2.9 1 .9 2.2 1 .5 .9 3 . 3 6 3
a R esp ira to ry  D istress S y n d ro m e  (n = 26). ^ B ro n c h o p u lm o n a ry  D ysp las ia  (n = 22).
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T ab le  X X III
T -T ests  for Independent S am p les  for Health Locus of Control, bv Group
Variable
R D S  a BPC> b
X £ D X S D 1 (2 2 ) a
In te r n a l 1 7 . 7 2 . 9 1 6 . 5 3 . 1 .95 . 3 5 0
Pow erfu l O thers 1 8 . 7 2 . 9 1 7 . 8 1 . 5 .87 . 3 9 5
Chance 1 7 . 5 1 .9 1 7 . 0 3 . 2 .46 . 6 4 7
a R esp ira tory  Distress S y n d ro m e  (a  -  26). b B ro n ch o p u lm o n ary  D ys p las ia  (n = 22) .
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Table  X X IV
T -T e s ts  for In d ep en d en t S a m p le s  for S ta te -T ra it A nxiety  Inventory, bv G ro u p
R D S  a B P D  b
1
Variable X  S D
SIIxl 1 (2 2 ) &
Sta te  Anxiety 3 9 . 1  9 . 3 3 9 . 2  5 . 8 .02 .9 8 4
T ra it  A nxie ty 3 8 . 7  7 . 5 3 7 . 0  8 . 2 .53 . 6 0 3
a R esp ira to ry  D istress S yn d ro m e  (n = 26). ^B ro n ch o p u lm o n ary  D ys p la s ia  (n = 2 2 ) .
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C hapter V  
Discussion
W h e n  the Resp ira tory  Distress S y n d ro m e  (R D S )  group w as c o m p a re d  to the  
B ro n c h o p u lm o n a ry  D ys p la s ia  (B P D )  g ro u p , th e re  w e re  no s ign ificant d if fe re n c e s  
b etw een  groups on the three m easu res  used in this study. Possibly at this early stage  
(one month of hospitalization) the d ifferences  in d iagnosis  are m ore salient to hospital 
staff and researchers  than they are for parents. Additional stress m ay be exper ienced  by  
parents  of B P D  infants at a later date  w h en  they m o re  fully realize  the implications of 
serious lung d isease.
W h e n  R D S  and  B P D  groups w e re  co l lap s ed  in o rder to c o m p a re  m others  to 
fa th e rs , th e re  w e re  s e v e ra l  s tatistica lly  s ign if icant find ings. F a th ers  in this s tudy  
rece ived  significantly higher scores in the Parent D om ain  of the Parenting Stress Index  
(P S I )  than m o thers . H igher scores  on this m e a s u r e  tran s la te  to h igher leve ls  of 
dysfunction. Fathers  w e re  significantly less a ttac h ed  to their infants (p. = .0 0 + ) ,  and  
although no o ther subscore  d ifferences w e re  significant, all father scores w ere  h igher  
than the m o thers ’ which m ay indicate more stress in each  area . Only in the Life Stress  
s ub sco re  did they report slightly less stress. It is im portant to recall, h o w ev e r ,  that  
scores for both mothers and fathers w ere  well within the ave rag e  range w hen c om pared  
to the standardization sam ple  for the PSI.
T h e  im portance of parent-infant a ttac h m en t  or bonding has been well docum ented  
by re se arc h ers  such as Ainsworth (1 9 7 3 ,  1 9 7 9 ) .  Y e t  it is often difficult to bond with 
an infant due  to the distractions in a neonata l in tensive  care  unit (Affleck et a l . , 1991;  
B lackburn  & B arnard , 1 98 5 ;  Gottfried, 1 9 8 5 ) .  P re m a tu re  infants often have  difficulty  
to lera ting  no rm a l in teractions (Als et al., 1 9 8 6 ) ,  a re  less resp o n s ive  (C rn ic  et al., 
1 9 8 3 ;  M in d e  et al., 1 9 8 3 ) .  and  there fo re  p aren ts  can  fee l re jec ted  by their child,
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which further interferes with the bonding process . Parents  m ay be less likely to attach  
to their infants w hen  they fear that the child m a y  die (B lach er & M ey ers ,  1983 ;  H arp er
et a l.,  1 9 7 6 ;  Jarv is  et a l., 1 9 8 9 ;  L e a n d e r  & P e tte tt ,  1 9 8 6 ;  P lunkett  et a l., 1 9 8 8 ) .
Resu lts  of the p resen t study indicate tha t  health  care  providers  in the N IC U  should  
ensure  that fathers are encouraged  to partic ipate in the care  of their infant in order to 
foster fa th er- in fan t  a ttac h m en t .
In this study, the level of a t tach m en t of the partic ipants to their infants w as  in
the normal range . In fact, they did not report m ore  stress than the typical parent on all
a reas m easured . O ther possible sources of parental stress, such as sense of com petence,  
restrictions c au se d  by the parental role, and  social isolation, w e re  also within norm al  
limits. D ep re ss io n , c ited by o ther re s e arc h ers  (B lac h er ,  1 9 8 4 ;  D ro tar  et al.,  1 97 5 ;  
L ad d e n , 1 9 9 0 ;  M e rc e r ,  1 9 7 4 ;  S a b b e th ,  1 9 8 4 )  to be e v id e n t  in m ost p aren ts  of ill 
new borns , w as  not found in the current sam p le  of p aren ts . In addition, partic ipants ' 
scores on the S T A I indicate that they felt no m ore  anxiety  than typical parents , with  
scores  within a s tan dard  deviation of the m e a n .  In re trospect, it w ou ld  have  been  
va luab le  to ask these parents what m ethods they used to cope with their infant's illness. 
A ffleck  et al. ( 1 9 9 1 )  suggested that dow nw ard com parisons to s icker infants in the N IC U  
helped parents cope.
It can be specu lated  that at this early s tage  of their in fant’s life (one month of 
age), the parents  have  been  so focused on their infant's survival that they have  not yet  
had time to e xp er ien ce  the m easu red  stresses such as c o m p e ten ce  as a parent (their  
parenting  skills have  not yet been “tested"), social isolation, or even  depress ion . They  
m ay also have  a high deg ree  of social support from hospital staff and friends imm ediately  
after the birth and during hospitalization. A fter an infant had b een  in the hospital for 
one month, the initial shock and depression may have  w e a k e n e d . Also, it m ay not be soon
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enough for the parent to begin considering the full im pact of having a medically  fragile  
infant. T h e s e  infants are still under the care  of the N IC U  and the parents  have not yet  
exper ien ced  taking care  of the baby by them selves  which m ay  eventually  lead to m ore  
depression. In the larger study w here  the s am e  m easu res  are  repea ted  at 1 month and 6 
months post d ischarge, it will be important to d e te rm in e  how these  scores change  over  
t im e .
In a study by T ins ley  and  H o ltgrave  (1 9 8 9 ) ,  m o th e rs ’ p e rce ive d  control over  
her ch ild ’s health  w as  corre la ted  with her likelihood of seeking  preventive  health  care  
for her child and  the child ’s actual health ou tcom e as a result of the preventive  care .  
Paren ts  in the p resent study had a low Internal Locus of Control score (ranging from  
1 .2 7  to 1 .86  s tandard  devia tions  below  the m e an ) ,  which corre la tes  with research  that  
has indicated that parents with infants in an N IC U  often feel a loss of control over the fate  
of their infant, with hospital staff having total control (A ff leck et al., 1991;  Brooten et 
al., 1988 ;  P e r lm a n  et al., 1 991 ;  T h o m as , 1 98 8 ) .
Fathers  w ere  m ore in control over the outcom e of their infant’s illness than were  
m o th e rs  (p. = .0 4 ) ,  but both w e re  nearly  two s ta n d a rd  d ev ia t io n s  be low  the norm  
suggesting  little s en se  of personal control over their in fan t ’s o u tc o m e . N IC U  staff 
should continue  to im p lem en t m ethods of including paren ts  in devis ing and following  
in d iv id u a lized  d e v e lo p m e n ta l  care  p lans  (cf. Als et a l.,  1 9 8 6 ) .  P a re n ts  should  be  
a llo w ed  and e n c o u ra g e d  to take  an active part in dec is ion  m aking  and  infant care  
w h e n e v e r  possib le . O ngo ing  professional d e v e lo p m e n t  in the provision of supportive  
health care  should be incorporated into training program s.
P a r e n t s ’ low leve l of in terna l locus of contro l in this s tudy  is s o m e w h a t  
c o n tra d ic te d  by their a v e r a g e  score  (3 3 rd  to 50 th  p e rc e n t i le )  on the  S e n s e  of 
C o m p eten c e  subscore  of the PS I. This inconsistency m ay be  a result of the phrasing of
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the questions on each m easure . T h e  Health Locus of Control Sca le  contains sta tem ents  
such as “I am  in control of my ch ild ’s h ea lth ,” and “T h e  m ain thing that a ffects  my  
child ’s health is what I myself d o .” A g ree m e n t  with s ta tem ents  such as these  m ay  be  
difficult w hen  a p aren t ’s infant is a patient in an N IC U . PSI s ta tem ents  are  s om ew h at  
m ore general such as “I feel I am a very  good parent (or better than ave rag e  or a ve rag e  
p aren t) ’’ and m ay be answ ered  in a m ore positive m anner, especially  w hen  they have  not 
yet had an opportunity to act as parent to their infant.
W h e n  p aren ts  w e re  a s k e d  to list their m a in  p ro b lem  or c on cern , the item  
reported most often (ranging from 2 3 .0  percent of R D S  fathers to 5 3 .8  of R D S  mothers)  
w as the present health of the baby. Also highly reported w ere  negative  emotions such as  
a n g e r ,  guilt, and  frustration  with m e d ica l l im ita t ions . A n a ly s is  of these  d a ta  is 
restricted b e c au s e  severa l paren ts  reported m ore than one  prob lem  or concern  w hile  
o th ers  did not list their m ain p ro b lem . H o w e v e r ,  it is in form ative  to c o m p a re  this  
information to the results of the PSI which addresses som e of the sam e  issues as the Most  
Im portant P rob lem  (M IP )  question. For exa m p le ,  w hile  negative  em otions  w e re  listed 
as issues for parents, the.ir scores on the Depression, U nhappiness, Guilt subscore w ere  
in the low range, m eaning they w ere  not feeling much of these em otions. Relationship  
with S p o u se  on the PSI did com pare  favorably with M arita l S tre ss es  on the M IP ,  with 
little m arita l conflict reported .
In s o m e  hospitals, the staff’s main concern  is with the patient and  parents  are  
m erely  tolerated and not m ade  to feel w e lcom e in the N IC U . T h e  health care  providers  
w h o  w ork in the N IC U  in this study have  rece ived  training in how to d ea l with the  
em otions  of the parents  of their patients. Future studies  should  include s am p les  of 
parents  from severa l hospitals in order to control for the possible confound of staff who  
h ave  been  trained to support the parents. Such studies would help to establish how such
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training affects the w ellbe ing of parents  of critically ill infants. In addition, results of 
such studies would be benefic ia l to trainers of health  care  professionals  in o rd er to 
d eve lo p  m odels  of providing em otiona l support to parents  to foster res il ience  and  to 
reduce their stress and anxiety.
In research  with populations such as the R D S  and B P D  groups studied herein ,  
num erous factors tend to interfere with the analysis  of potentially informative d a ta . T h e  
n u m b e r  of p a r t ic ip a n ts  in the  e n t ire  p o p u la t io n  is l im ited , a nd  o b ta in in g  the  
partic ipants ’ cooperation  in the com pletion  of such a study can  be difficult considering  
the stress they are  experienc ing  due  to the illness of their infant. T h e  resulting low 
n u m b er of partic ipants m a ke s  it im possible  to accom plish  des ired  analysis  of the  data  
collec ted . D u e  to the small s am p le  s ize , it w a s  not possible to obtain results of the  
p lann ed  M A N O V A  to d e te rm in e  interaction effects of parent g en d e r  and infant health  
status. For the sam e reason, multiple regression analysis of the additional d em og rap h ic  
variab les  such as social netw ork s ize, em otional support, Hollingshead Index, etc., w as  
not a p p ro p r ia te .  Future  s tud ies  with a la rg e r  s a m p le  s ize  w o u ld  e n h a n c e  the  
gen era l izab i l i ty  of the project results.
Also problem atic  in the present study w as the restrictiveness of the sam ple . All 
potentia l partic ipants  w e re  first s c re e n e d  by the nursing staff. If they  v ie w e d  the  
p a re n ts  as  e xc es s ive ly  s tre s s e d , they  w e re  e x c lu d e d  from c o n s id e ra t io n .  Th is  
exclusionary  criterion m ay have  contributed to a b iased  sam ple  of parents  w ho are  less  
stressed  than  the actual population . Such  s c re en in g  of partic ipants , h o w e v e r ,  w as  
ethically  n ec es s ary  in o rd er to avoid  potentia lly  p lacing parents  at risk for em otiona l  
d is tress .
Im plications  for the hospital involved in this study a re  that the staff should  
continue to use strategies to d ec re as e  the anxiety  and stress of parents. T h ey  should
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enco u rag e  beh av io rs  that actively  prom ote p a re n ts ’ sense  of control over their b a b y ’s
care . Parents  need  to feel w e lcom e  in the N IC U  and  be full participants in the care  of
their infants to the g reatest extent possible. Psychologists  can take an active part in
inservice for N IC U  staff on m ethods of enhancing p aren t control and coping strategies.
K n o w led g e  of research  regarding the e x p e r ie n c e s  of parents  with infants with
lung d is e a s e  can  be benefic ia l  for school p sy ch o lo g is ts .  T h e  Ed u catio n  for All
H an d ic ap p e d  Children Act (20  U .S .C .  Sec . 1 4 0 0  et seq ., 1 9 7 5 )  w a s  a m en d ed  in 1 9 8 6
(Public  L aw  9 9 -4 5 7 )  to include 3 - to 5 -y e a r -o ld s  and  provides  fed era l incentives  to
states  who offer services for children from birth to two y ears  of age . T h e  Individuals
With  Disabilities Education Act A m en d m e n t of 1991 (P L  1 0 2 -1 1 9 )  further e m p h a s ized
the nat iona l c o m m itm en t  to fam ily  c e n te re d  s e rv ic es .  In o rd er  to better  serve  all
children  and  fam ilies  as required  by the law, school psycholog is ts  should have  an
understanding of the unique caregiving d em an d s  of parents  w hose infants suffered lung
d is ea se . W h e n  writing an Indiv idualized Fam ily  S e rv ice  P lan , as required by P L  9 9 -
4 5 7 ,  p sy ch o lo g is ts  can  b e c o m e  co l lab o ra t ive  p a r tn e rs  with fa m il ie s  to fac il i ta te
*
enab lem ent and em pow erm ent.
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